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A woman aged 95 took an overdose of paracetamol after three days of severe and unremitting pain in her left eye. Her general practitioner had diagnosed conjunctivitis, prescribing paracetamol and chloramphenicol ointment. On examination, there was left-sided conjunctival erythema and injection with slight erythema of the upper and lower palpebrae and obvious lacrimation. No vesicles or rash were visible. Visual acuity was unaffected and pupillary reactions were normal. The anterior chamber was quiet, with no cells seen and no¯are. There was no tenderness or thickening of the temporary artery, which was pulsatile. Differential diagnosis was zoster sine herpete or temporal arteritis.
The patient was treated with intravenous N-acetylcysteine despite having a serum paracetamol below the threshold, because of her advanced age and potentially diminished reserve of liver function. Liver function tests remained normal, as was the erythrocyte sedimentation rate. Clinically she was well but she needed an opioid (morphine sulphate) to control her left eye pain. She continued to express suicidal intent. Nasal and conjunctival swabs were sent in viral transport medium for viral isolation and polymerase chain reaction (PCR) tests for varicella zoster and herpes simplex DNA. PCR for varicella zoster DNA was positive in both nasal and conjunctival samples, thus con®rming the diagnosis of zoster sine herpete; no herpes simplex DNA was found. On serological testing varicella zoster IgG was positive and IgM negative by enzyme-linked immunosorbent assay (herpes simplex IgM and IgG not detected). No viruses were isolated in standard cell cultures after 14 days. Meanwhile, treatment with intravenous acyclovir (10 mg/kg three times daily) had been started and the eye pain was diminishing. After 3 days of intravenous treatment, oral acyclovir was substituted at 800 mg ®ve times a day, continuing for 14 days. The patient's mental state and requirement for analgesia improved greatly and she was discharged home a few days later.
COMMENT
In a typical case of herpes zoster ophthalmicus the dermatological manifestations in the area innervated by the ophthalmic branch of the Vth cranial nerve will indicate the diagnosis. But in zoster sine herpete 1 this clue is absent. We are unaware of any previous report of the molecular diagnosis of ophthalmic zoster sine herpete obtained through non-invasive sampling methods though such methods have been used successfully in cases of acute peripheral facial palsy associated with varicella zoster 2,3 . Various groups have reported PCR testing of intraocular samples 4±6 . Experience in the present case indicates that early and de®nitive diagnosis of ophthalmic zoster sine herpete is possible with non-invasive samples. This is important since prompt treatment with acyclovir in herpes zoster ophthalmicus reduces eye damage and pain 7 . Newer agents such as valaciclovir and famciclovir may also prove useful 8, 9 .
PCR testing needs to be done in a laboratory where carryover contamination by ampli®ed products is avoided by strict physical separation of pre-ampli®cation and post-ampli®cation processes and where the clinical material is handled with barrier pipette tips. These are generally regarded as suf®cient precautions if multiple negative controls are incorporated into every assay batch. The PCR assay employed has proved speci®c for varicella zoster virus.
The PCR test can be completed in about an hour, allowing early and appropriate treatment, and use of swabs avoids the risk associated with aqueous tap. Primary adenocarcinoma of the appendix is a rare tumour and there seems to be only one report of its occurrence in pregnancy.
CASE HISTORY
In the 29th week of her ®rst pregnancy a woman aged 29 reported four days of sharp lower abdominal pain associated with vomiting. A mid-stream urine specimen suggested a urinary tract infection and she was admitted and treated with antibiotics. On further questioning she said the rightsided abdominal pain had troubled her intermittently since her antenatal booking visit; she had been previously treated for urinary tract infection. Routine antenatal investigations, including ultrasound scan, had been unremarkable. An ultrasound scan on this admission revealed a 15620 cm complex mass in the left upper quadrant composed of multiple small cystic and solid areas, separate from the uterus. In addition, two hypoechoic liver lesions were seen. Fine-needle aspiration of one of the liver lesions showed numerous clusters of malignant cells. The associated cell block preparation demonstrated unequivocal adenocarcinoma. The malignant cells stained with cytokeratin and carcinoembryonic antigen, suggesting a gastrointestinal tract or ovarian primary site. In view of these ®ndings, she had a caesarean section at 30 weeks' gestation with delivery of a live girl. At operation, a 20 cm complex mass was found involving the left ovary; there were multiple nodules in the omentum, and the appendix was adherent to the paracolic gutter with the lumen distended. Left oophorectomy, omentectomy and appendicectomy were performed.
The left ovary and fallopian tube specimen was composed of an 18 cm diameter mass of necrotic and solid yellow tissue. The omentum contained multiple ®rm white tumour deposits up to 3 cm in size. The appendix was irregularly thickened, measuring 66262 cm, with a dilated lumen ®lled with mucoid material. No obvious perforation was seen macroscopically. The placenta was macroscopically normal and serial sectioning revealed no tumour deposits.
Microscopic examination of the appendix showed a moderately differentiated adenocarcinoma arising on a background of adjacent epithelial dysplasia (Figure 1) , in addition to a perforation. The presence of associated dysplasia con®rmed that the tumour was primary to this site. The tumour extended through the appendiceal wall to the serosal surface with vascular and lymphatic invasion present (T3, M1 stage IV). Tumour cells did not stain with antibodies to oestrogen or progesterone receptors. The ovarian and omental deposits contained necrotic moderately differentiated adenocarcinoma identical in appearance to that of the appendiceal primary tumour, with intimately associated decidual change in the desmoplastic tumour stroma (see Figure 1 ).
After an uncomplicated postoperative recovery the patient received a full course of infusional 5-¯uorouracil, epirubicin and carboplatin. At 6 months she was clinically well but a post-treatment computed tomographic scan shows a residual 5 cm lesion in the liver and a multicystic mass in the right iliac fossa.
COMMENT
Primary adenocarcinoma of the appendix is rare; Nielsen et al. 1 reported seven cases of adenocarcinoma of the vermiform appendix occurring in Iceland during 1974± 1989 (incidence 1 in 500 000/year). The patients ranged in age from 25 to 83 years, average 55 years. Just over half the patients presented with symptoms and signs of acute appendicitis and all these had surgically resectable disease. In the remainder of the cases, the clinical presentation was
